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doi:10.1016/j.fjs.2011.11.001Summary Primary idiopathic omental infarction is a rare cause of acute abdominal pain that
must be considered in a differential diagnosis of the acute abdomen. The majority of patients
are young adults, and the problem occurs mostly in the right portion of the omentum with
symptoms that can mimic acute appendicitis or cholecystitis. An abdominal computed tomog-
raphy scan can help achieve an accurate diagnosis. The management of omental infarction
could be conservative. However, minimally invasive laparoscopic omentectomy is another
option of management and may shorten the course of hospitalization and avoid complications
due to inflammation. Here we report a case of a man aged 24 years who presented with right
upper quadrant pain for 2 days. He was later diagnosed to have partial greater omental infarc-
tion. He recovered rapidly after laparoscopic partial omentectomy. The aim of this report is to
emphasize the importance of a differential diagnosis of the acute abdomen and to discuss the
management of omental infarction.
Copyright ª 2011, Taiwan Surgical Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Primary idiopathic omental infarction is a rare cause of
acute abdominal pain that must be considered in a differ-
ential diagnosis of the acute abdomen. It was first
described by Bush in 1896.1 The usual clinical presentationt of General Surgery, Show
ction 1, Chung-Shan Road,
om (B.C.-H. Hsu).
ight ª 2011, Taiwan Surgical Assoof omental infarction is pain in the right lower or upper
quadrant of the abdomen, and this may lead to a misdiag-
nosis of acute appendicitis or cholecystitis.2 Image studies,
such as ultrasonography and computed tomography (CT)
imaging, serve to make an early diagnosis of omental
infarction. Although omental infarction may be a self-
limited benign condition, laparoscopic resection of the
infarcted portion of the omentum is advocated to shorten
the disease course and help avoid complications.3 We
report a patient with idiopathic omental infarction who
recovered well after laparoscopic partial omentectomy.ciation. Published by Elsevier Taiwan LLC. All rights reserved.
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A 24 year-old male soldier with a history of appendectomy
10 years previously presented himself at our emergency
department because of right upper quadrant abdominal
pain with insidious onset for 2e3 days. He denied any
history of trauma or recent vigorous exercise. He did not
complain of other gastrointestinal symptoms. Physical
examination revealed local tenderness and rebounding pain
in the right upper quadrant. The only significant laboratory
datum was raised C-reactive protein (CRP) at the level of
11.9 mg/L. The hemoglobin level, white blood cell count,
platelet count, prothrombin time (PT), partial thrombo-
plastin time (PTT), serum electrolytes, and liver enzyme
level were all within normal limits. Abdominal echo showed
a nondistended gallbladder with a mildly thickened wall,
but no stone inside. Diisopropyl iminodiacetic acid (DISIDA)
cholescintigraphy yielded normal visualization of the gall-
bladder within 1 hour. An abdominal CT scan revealed
a 7-cm inflammatory omental mass in the right subhepatic
space (Fig. 1), suggesting omental infarction. The patient
was admitted for conservative treatment, including
parenteral antibiotics and hydration. But the abdominal
pain did not improve appreciably after 3 days of treatment.
Therefore, diagnostic laparoscopy was performed. About
200 ml sanguineous ascites was found. The omentum was
markedly inflamed and ischemic in the right upper
abdominal quadrant with a partial adhesion to the perito-
neum and gallbladder (Fig. 2). The entire gastrointestinal
tract was unremarkable except for a mild reactiveFigure 1 Abdominal computed tomography scan shows a well-d
area.inflammatory change of the gallbladder, wrapped up by the
inflamed omentum. Laparoscopic partial omentectomy was
done smoothly with the aid of the LigaSure device (Val-
leylab, Boulder, Colorado, USA). The inflamed gallbladder
was not resected because there was no gallstone, and
DISIDA scan did not favor the diagnosis of cholecystitis. The
pathologic examination was reported to show necrosis and
hemorrhage of the omentum without evidence of venous
thrombosis. The patient’s symptoms subsided rapidly and
he was discharged on the third postoperative day. He did
not receive any medication after discharge and there was
no episode of abdominal pain during 2 years of follow-up.3. Discussion
Omental infarction is a rare cause of acute abdominal
symptoms that must be considered in a differential diag-
nosis of the acute abdomen. In 1972, Schnur and others4
distinguished between primary idiopathic segmental
infarction of the omentum and a secondary type, caused by
torsion, vasculitis, or thrombophilia. The most common
cause of nontorsion-related omental infarction is venous
insufficiency due to trauma or thrombosis of the omental
veins. But, our patient had no recent history of trauma or
vigorous exercise. The majority of patients are young or
middle-aged adults with a 3:1 predilection for men. The
portion of the omentum usually involved is the right
segment, which is the most mobile and is also the richest in
fat. Pain may be the only clinical presentation in someefined streaky soft tissue density mass in the right subhepatic
Figure 2 (A) Omentum adherent to parietal peritoneum (arrows); (B) bloody ascites (single arrow) and ischemic omentum
(double arrow); (C) ischemic omentum (arrows) wrapping up the gallbladder (GB); (D) specimen measuring 13 7 3 cm in size.
Primary idiopathic segmental infarction 235cases, as was the case in our patient. At physical exami-
nation, he may have had localized tenderness and signs of
moderate peritoneal irritation, but laboratory tests only
showed a mild leukocytosis and elevated CRP level. In
general image studies, such as ultrasonography and CT,
imaging may help make an early diagnosis of omental
infarction. On abdominal ultrasound, a moderately hyper-
echoic, solid, noncompressible, ovoid or cake-like lesion
that corresponds to the spot of maximum tenderness
may be seen.5 However, ultrasonography is operator-
dependent, as in this case, so only unspecific findings
were noted. Therefore, an abdominal CT scan is useful in
establishing an accurate diagnosis, which generally shows
a mass containing fat and streaky soft tissue with densities
and margins of the lesion well circumscribed (which was
also the case for our patient) or ill defined.6 In the pre-CT
era, the diagnosis was almost exclusively made by lapa-
rotomy, and the usual treatment was surgical resection of
the affected segment. Nowadays, conservative treatment
without antibiotic therapy is advocated by some authors if
an accurate diagnosis has been established.7 However, the
infarcted omentum may undergo necrosis with progressive
fibrosis that results in prolonged pain, ileus, fever and
hospital stay.8 Therefore, the laparoscopic approach seems
to be the most suitable procedure for a definitive diagnosis
and treatment.9,10 Lugo and colleagues11 found that
patients who had had unsuccessful medical therapy devel-
oped abdominal abscess that required more complicated
surgical treatment. In our patient, omental infarction was
first suspected after the abdominal CT scan. The patientwas first treated conservatively but failed to improve after
3 days. Laparoscopic surgery was then performed, and the
patient fully recovered and was discharged uneventfully
soon after the operation.
In conclusion, primary omental infarction is rare and
may be self-limited and only require conservative treat-
ment; however, the treatment may prove unsuccessful.
Abdominal CT scan is diagnostic. Therefore, minimally
invasive laparoscopic resection of the infarcted omental
segment is a good alternative method of treatment to
lessen pain and shorten hospital stay, as well as to avoid
complicated sequelae.
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